MCKENZIE CHIROPRACTIC CENTER, PA
3701 BOSQUE BLVD WACO, TX 76710

New Patient Form

Patient Data

o Single o Married o Widowed o Separated o Divorcet

Name Date Email*
*Email will not be shared and will only be used for occasional office announcements and appointment reminders
Address City State
Zip Cell Phone Home Phone
Sex o M o F Birth Date Age
Occupation
Emergency Contact Phone

How did you hear about this clinic?

Name of person who referred you

Current Complaints

Nature of the Pain: o Automobile o Work a Other

Location of your symptoms

What caused the problem?

Did your pain come on: o Suddenly a Gradually Is the pain: o Mild o Moderate o Severe

Do you experience pain every day? o Yes o No

Do your symptoms interfere with daily life? o Yes o No

Does the pain wake you up at night? o Yes o No

Are your symptoms worse at certain times of the day? o Yes o No

Which activities aggravate your symptoms

Do changes in weather affect your symptoms? o Yes a No

Do you wear orthotics? o Yes o No

Have you ever had this same condition before? a Yes o No If yes, when?




Medical History

Have you been treated for any conditions in the last year? o Yes o No

Have you ever: If yes, please explain:

Broken bones o Yes o No

Been in an auto accident o Yes o No

Had sprains/strains o Yes o No

Had surgery o Yes o No

Have a pacemaker o Yes o No

Have a defibrillator o Yes o No

Women Only

Are you now or could you be pregnant? o Yes o No

Please mark any condition that you now have or you have had in the past:

h c . ; . I . :
Severe headaches B hest pain/angina O Hypertension - Heart Palpitations - Stroke - Epilepsy . Fatigue

Dizziness/Fainting o Low back pain . Shoulder pain - Shortness of breath - Neck Pain Knee Pain - Gout

- Arthritis - Numbness/tingling in arms/hands - Allergies - Cancer . Numbness/tingling in legs/feet

Terms of Acceptance
When a patient seeks chiropractic care and we accept such a patient for care, it is essential for both to be working towards

the same objective.

Chiropractic has only one goal. It is important that each patient understand both the objective and the method that will be able to
attain it. This will prevent any confusion or disappointment.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation. However, if during the course of a

chiropractic spinal evaluation, we encounter non-chiropractic or unusual findings, we will advise you. If you desire advice,
diagnosis or treatment for those findings, we will recommend that you seek the services of a health care provider who

specializes in that area.

I understand and am informed that, as in the practice of medicine and like all other health modalities, results are not
guaranteed, and there is no promise of cure. | further understand and am informed that, as in the practice of medicine, in the
practice of chiropractic there are some risks to treatment, including, but not limited to, fractures, disc injuries, strokes,

dislocations and sprains. |
I do not expect the doctor to be able to anticipate and explain all risks and complications, and | wish to rely on the doctor to

exer cise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is

in my bestinterests.

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed by
others. OUR ONLY PRACTICE OBJECTIVE is to eliminate a major interference to the expression of the body's innate wisdom.
Our only method is specific adjusting to correct vertebral subluxation.

I have read and fully understand the above statement.

Date

Patient’s Signature



HIPAA NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

We respect our legal obligation to keep health information that identifies you private. We are obligated by law to give you
notice of our privacy practices. This Notice describes how we protect your health information and what rights you have
regarding it.

TREATMENT
We will use your health information to make decisions about the provision, coordination or management of your healthcare,

including analyzing or diagnosing your condition and determining the appropriate treatment for that condition. It may also be
necessary to share your health information with another health care provider whom we need to consult with respect to your
care. In certain cases, it may be necessary to disclose information about you when referring you to another doctor or clinic
for other health care or services, or in the event that we may need copies of your health information from another
professional that you may have seen before us. These are only examples of uses and disclosures of medical information for

treatment purposes that may or may not be necessary in your case.

HEALTHCARE OPERATIONS
Your health records may be used in our business planning and development operations, including improvements in our

methods of operation, and general administrative functions. We may also use the information in our overall compliance
planning, healthcare review activities, and arranging for legal and auditing functions.

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION
There are certain circumstances under which we may use or disclose your health information without first obtaining your

Acknowledgement or Authorization. Those circumstances generally involve public health and oversight activities, law
enforcement activities, judicial and administrative proceedings, and in the event of death. Specifically, we may be required to
report to certain agencies information concerning certain communicable diseases, sexually transmitted diseases or HIV/
AlDS status. We may also be required to report instances of suspected or documented abuse, neglect or domestic violence
We are required to report to appropriate agencies and law-enforcement officials information that you or another person is in
immediate threat of danger to health or safety as a result of violent activity. We must also provide health information when
ordered by a court of law to do so. We may contact you from time to time via phone or mail to provide appointment
reminders or to reschedule a missed appointment, or about information about treatment alternatives or other health-related
benefits and services that may be of interest to you. You should also be aware that we utilize an “open treatment area” in
which several people may be treated at the same time and in close proximity. Complete privacy may not be possible in this
setting. If you would prefer to be seen in a private room or have a question or concern that you wish to be addressed in
private, itis your responsibility to let us know and we will do our best to accommodate your wishes.

OTHERS INVOLVED IN YOUR HEALTHCARE
Unless you object, we may disclose to a member of your family, a relative, a close friend or any other person you identify,

your protected health information that directly relates to that person’s involvement in your health care. If you are unable to
agree or object to such a disclosure, we may disclose such information as necessary if we determine that it is in your best
interest based on our professional judgment. We may use or disclose protected health information to notify or assist in
notifying a family member, personal representative or any other person that is responsible for your care of your location,
general condition or death. Finally, we may use or disclose your protected health information to an authorized public or
private entity to assist in disaster relief efforts and to coordinate uses and disclosures to family or other individuals involved

in your health care.
COMMUNICATION BARRIERS OR EMERGENCIES
We may use and disclose your protected health information if we attempt to obtain consent from you but are unable to do so

because of substantial communication barriers and we determine, using professional judgment, that you intend to consent
to use or disclose under the circumstances. We may use or disclose your protected health information in an emergency
treatment situation. If this happens, we will try to obtain your consent as soon as reasonably practicable after the delivery of
treat

ment. If we are required by law or as a matter of necessity to treat you, and we have attempted to obtain your consent but
have been unable to obtain your consent, we may still use or disclose your protected health information to treat you.



Except as indicated above, your health information will not be used or disclosed to any other person or entity without your
specific Authorization, which may be revoked at any time. In particular, except to the extent disclosure has been made to
governmental entities required by law to maintain the confidentiality of the information, information will not be further
disclosed to any

other person or entity with respect to information concerning mental-health treatment, drug and alcohol abuse, HIV/AIDS or
sexually transmitted diseases that may be contained in your health records. We likewise will not disclose your health-record
information to an employer for purposes of making employment decisions, to a liability insurer or attorney as a result of
injuries sustained in an automobile accident, or to educational authorities, without your written authorization.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
You may request that we restrict the uses and disclosures of your health record information for treatment, payment and

operations, or restrictions involving your care or payment related to that care. We are not required to agree to the
restriction; however, if we agree, we will comply with it, except with regard to emergencies, disclosure of the information
to you, orif we are otherwise required by law to make a full disclosure without restriction.

You have a right to request receipt of confidential communications of your medical information by an alternative means or at
an alternative location. If you require such an accommodation, you may be charged a fee for the accommodation and
will be required to specify the alternative address or method of contact and how payment will be handled.

You have the right to inspect, copy and request amendments to your health records. Access to your health records will not
include psychotherapy notes contained in them, or information compiled in anticipation of or for use in a civil, criminal or
administrative action or proceeding to which your access is restricted by law. We will charge a reasonable fee for
providing a copy of your health records, or a summary of those records, at your request, which includes the cost of
copying, postage, and preparation or an explanation or summary of the information.

All requests for inspection, copying and/or amending information in your health records, and all requests related to your
rights under this Notice, must be made in writing and addressed to the Privacy Officer at our address. We will respond
to your request in a timely fashion.

You have a limited right to receive an accounting of all disclosures we make to other persons or entities of your health
information except for disclosures required for treatment, payment and healthcare operations, disclosures that require
an Authorization, disclosure incidental to another permissible use or disclosure, and otherwise as allowed by law. We

will not charge you for the first accounting in any twelve-month period; however, we will charge you a reasonable fee

for each subsequent request for an accounting within the same twelve-month period.
If this notice was initially provided to you electronically, you have the right to obtain a paper copy of this notice and to

take one home with you if you wish.

OUR NOTICE OF PRIVACY PRACTICES
By law, we must abide by the terms of this Notice of Privacy Practices until we choose to change it. We reserve the right to

change this notice at any time as allowed by law. If we change this Notice, the new privacy practices will apply to your health
information that we already have, as well as to such information that we may generate in the future. If we change our Notice
of Privacy Practices, we will make it known to you and have copies of the new notice available to you in our office.

Date

Printed Name

Signature of the Patient

Witness Signature



| PATIENT NAME:

ARBITRATION AGREEMENT

ny dispute as to medical malpractice, including whether any medical senvices

P

Article 1: Agreement to Arbitrate: |} is undersicod that &
rendered under this contraci were vnnecessary or unauthonzed or were improperly, negligently or incempetently rendered, will bz

determined Dy submissicn i erbiiration as provided by siale end federa! law, and not by a lawsuil or resor lo court process, except as staiz
and federel law provides for judicial review of arbitrzfon proceedings. Bolh paities o this coniract, by entering info it, are giving up their
constitutional nght to have any such dispute decided in 2 court of law before 2 jury, end instead are accepling the use of arbitralion. Further,
the parties v4ll nGt have the right {o participate as a member of any class of claimzants, end there shall be no authority for any dispute lo be

tion can only decide a dispute between the parties and may not consolidate or join the clzims of

o

decided on a class action basis. An erbits
other persons who have similar clsims,
Acticle 2: All Claims Must be Arbitrated: I is also understood that any dispute lhat does not relale lo medical malpraciice, including
disputes as lo whelher or not a dispute is subject lo arbilration, as to whether this a2greament Is unconscionable, and 2ny procedural
cisputes, will 2lso be determined by submission to binding arbitration. Itis the intzntion of the parties that this agreement bind all parties a5
to 2l claims, indluding claims arising out of or relating to treatment or services provided by the hezlth care provider, including any heirs or
past, present or future spouse(s) of the patient in relation to 2li daims, including loss of consartium, This agreement is also intended t6 bind
any children of the patient whether born or unborn at the time of the accurrence giving rise to any claim. This agreement is intended to bind
the patienl and the health care provider 2ndfor other licensed heaith care providers, preceplors, or intems who now orin lhe future treat the
patient while employed by, working or associated with or serving as a back-up for the health care provider, including thoss working at the
health care provider's clinic or office or any cther clinic or office whether signatorias to this form or not. '
All clzins for monelary damages exceeding the jurisdictional limit of the smal claims court against the health care provider, andior the health
care provider's associates, association, corporation, parlnership, ‘employees, agents and estate, must be arbitrated including, without
limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive refief, or punitive damages. This agreement is
intended to create an open book accaunt unless and uniil revoked.
Article 3: Procedures and Applicable Law: A demanad for arbitration must be communicaled i wiiting to all parties. Each pzry shalf
select an arbitralor (party arbitrator) within thirty days, and a third arbitrator (neutrzl arbitrator) shall be selected by the arbitrators appointea
by the parties within thity days thereafter. The neulral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each party
to the arbitration shall pay such party’s peo rata share of the expenses and fees of the neutral arbilrator, together with other expenses of the
arbitration incurred or approved by the neutral arbitrator. nat including counsel fees, wilness fees, ar other expenses incurred by a party for
such party’s own benefit Either pady shall have the absolute right to bifurcale the issues of liability and damage upon writien request to the

neutrel arbitrator.
The parties consent to the intervention and joinder in this zrbitration of 2ny person or enlity that would otherwise be a proper addilional party

in a caurt action, and upon such intervention and joinder, any existing court 2ction against such additionzal person or entity shall be steyed
pending arbitration. The parties agree that provisions of state and federel lzw, where applicable, establishing the right to inroduce evidence
of any amount payable as a benefit to the patient to the maximum exient pemitted by law, imiting the right to recover non-economic losses,
and the right to have 2 judgment for future damzges conformed to perdodic payments, shall apply to disputes within this Arbitratian
Agreement  The padies furher zgree thal the Commercial Arbitration Rules of the American Arbitration Association shall govem any

arbitration conductad pursuant to this Arbitration Agreement.

Article 4: General Provision: All claims based upon the same incident, transaction, or related circumstances shall be arbitrated in one
proceading. A claim shall be waived and forever bared if (1) en the date notice thereof is receivad, the claim, i asserted in 2 civil action,
would be barred by the applicable legal stzlute of limitations, or (2} the claimant fails to pursue the arbitration claim in accordance with the
procedures prescribed herein with reasonable diligence.
Article 5: Revacation: This agreement may be revoked by written notice delivered to the health cara provider within 30 days of signature
and, if not revoked, wilt govemn all professional services received by the patient'and all other dispuies between the parties.

If patient intends this agreement to cover sarvices rendered before the date it is signed (for example,

Article 6: Retroactive Effect:
. Effective as of the date of first professional services.

emergency treatment), patient should initial here.
If any provision of this Arbitration Agreement is held invalid or uneniorceable, the remaining provisions shall remain in full force and shall not
be afiected by the invalidity of any other provision. | understand that | have the right ta receive = copy of this Arbitration Agreement. By my
signature below, | acknowledge that! have received a copy.
NOTICE: BY SIGNING THIS CONTRACT, YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE
DECIDEDR BY NEUTRAL ARBITRATION, AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE

ARTICLE 1 OF THIS CONTRACT.

{Date}

PATIENT SIGNATURE 1{
1 (Or Paient Representative) {Ingicate relationship i signing for patienty

OFFICE SIGNATURE }(
ALSO SIGN THE INFORMED CONSENT on REVERSE sine

NCC-FED C2004



PARTIAL ASSIGNMENT OF CAUSE OF ACTION, ASSIGNMENT OF PROCEEDS, CONTRACTUAL
LIEN AND TREATMENT AGREEMENT
’s services, as defined below, and to enhance the ability of the office to collect its charge:

Consideration. In consideration for the Office
agree to the following and direct all Payers as follows:

directly from various Payers, I, the undersigned,

Assignment of Proceeds, and Contractual Lien. I hereby assign, insofar as permitted by
e Office, as well as any and all causes of action that [ might have now or in the future against
to prosecute such causes of action, either in my name of in the Office’s name, and the right to
as the Office sees fit. I further assign my right to receive any Proceeds from any Payer to the

Office. I further grant a contractual lien to the Office with respect to my Charges, however, nothing in this Agreement shall be construed as
an election or waiver by the Office to any protection under any statutory lien law. Consistent with these rights, I hereby direct any and all
Payers to pay the Proceeds directly to, and exclusively in the name of; the Office in the amount of my Charges. :

Partial Assignment of the Cause of Action,
law, all of my rights, remedies and benefits to th
any payer to the extent of my Charges, the right
settle or otherwise resolve such causes of action

Other Terms. I understand that I remain personally responsible for my Charges. Consistent with law or contract, T agree to pay the full
amount of my Charges to the Office upon its demand. Unless mutually agreed to in writing, the receipt and processing ofpartial payments by
the Office shall not constitute a waiver of the Office’s right to receive payment in full upon demand and shall not constitute an accord and
satisfaction of my Charges, irrespective of any restrictions indicated on any payments. I understand that at any time, I can request a copy of

my total Charges. I hereby waive any statute of limitations which may apply to the collection of my Charges.

ys to assist me in collecting any Proceeds, I direct each attorney to issue an irrevocable letter of

In the event that I retain one or more attorne
immediate notice to

protection to the Office regarding my Charges. I further direct (and the Office hereby requests) each attorney to provide
the Office regarding any Proceeds received by the attorney, to prowptly pay the Office in full out of such Proceeds, and to provide a full

accounting of such Proceeds to the Office.
I authorize and direct the Office to submit my Charges to any and aii Payers, including, without limit, my health benefit plan. Iunderstand,
however, that in the event that my Charges are submitted to .more than one Payer, I hereby authorize and direct the Office to apply any

Proceeds received from one Payer to any reductions, write-offs, or discounts issued by another.

[ authorize the Office to endorse or sign my name on any and all checks listing me as a Payee which are received by the Office for payment
o apply any credit balances on my Charges to any

of Charges incurred by me, my spouse or my dependents. I further authorize the Office ¢
other outstanding Charges still owed by me, my spouse, or my dependents, regardless of whether these other Charges are related to my

condition.
e mutual written consent of the Office and myself, I hereby revoke the terms of

This Agreement shall not be modified or revoked without tl
onflict with the terms of this Agreement.

any previously signed documents to the extent those terms c

This Agreement shall be governed under the laws of the state where the Office is located, and is performable in the county where the Office is
located. I hereby consent to personal jurisdiction and venue of any court in said county and waive all objections based on improper
Jurisdiction, venue or forum non-conveniens.

['agree that each and every provision of this Agreement is reasonably necessary for the protection of the rights and interests of the Office and
myself. However, should any provision of this Agreement be found to be invalid, illegal or unenforceable, or for any reason cease to be
binding on any party hereto, all other portions and provisiors of this Agreement shall, nevertheless, remain in full force and effect.

Definitions. For the purposes of this Agreement, the following terms shall have the following meaning: “Office” shall refer to: Bradley A.
McKenzie, D.C. of McKenzie Chiropractic Center, located at 3701 Bosque Blvd, PO Box 23028, Waco, TX 76702; “Payer” shall refer to,
without limit, any insurance carrier, health benefit plan administrator and fiduciary, health maintenance organization, preferred and

independent provider organization, attorney, at-fault party, tortsfeasor, individual, and any other entity, which may elect or be obligated to
for any reason; “Proceeds” shall include, without limit, the proceeds from any

pay or disburse Proceeds to me, either now or in the future,
se to pay or reimburse, and the proceeds relating to the following benefits, plans

settlement, judgment, or verdict, the proceeds from any promi
individual and group health benefits, Medicare, Medicaid, workers® compensation, disability, liability, uninsured and

or coverages:
underinsured motorist, no-fault, medical payment benefits, personal injury protection, lost wages, lost services, property damage, and
for the Office’s services, including, without limit, treatment, medical

malpractice; “Charges” shall include, without limit, the full fees

equipment, supplies, supplements, narrative reports, depositions, testimony, any Collection Costs incurred by the Office, 18% interest on
outstanding Charges, and any other charges incurred by me at the Office; “Collection Costs” shall include, without limit, any pre- and post-
judgment court costs, filing fees, service of process charges, attorneys fees, and any other costs of collection incurred by the Office in any

effort or action to collect my Charges, either from me or from any Payer.

Date

Patient Name (please print) Patient Signature

Date

Parent or Legal Guardian (please print) Parent/Guardian Signature



McKenzie Chiropractic Center 3701 Bosque Bivd Waco, Tx 76710 254-714-0054

Patient Name: ldentification Number:

Advance Beneficiary Notice of Non-coverage
(ABN)

NOTE: If Medicare doesn't pay for D. Spinal Manipulation below, you may have to pay.

Medicare does not pay for everything, even some care that you or your health care provider have good
are may not pay for the D.Spinal Manipulation below.

reason to think you need. We expect Medic
D: " [ E.Reason Medica Payi " TF.Estimated _
*  Medicare does NOT pay for $24.40 - 345
Spinal Manipulation Maintenance care.
*  Medicare does NOT pay for your $24.40 - $45

diagnosis.
*  Medicare will NOT pay for more than {$24.40 - $45

12 visits per month.
*  Medicare will NOT pay for more than [$24.40 - $45

30 visits per year.

WHAT YOU NEED TO DO NOW:
» Read this notice, so you can make an informed decision about your care.

» Ask us any questions that you may have after you finish reading.
« Choose an option below about whether to receive the D._Spinal Manipulation listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance
that you might have, but Medicare cannot require us to do this.
[1 OPTION 1. | want the D. Spinal Manipulation listed above. You may ask to be paid now,
but | also want Medicare billed for an official decision on payment, which is sent to me on a
Medicare Summary Notice (MSN). [ understand that if Medicare doesn’t pay, | am responsible
for payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays or deductibles.
O OPTION 2. | want the D._Spinal Manipulation listed above, but do not bill Medicare. You
may ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is not

billed.
[1 OPTION 3. | don’'t want the D. Spinal Manipulation listed above. | understand with this
choice | am not responsible for payment, and | cannot appeal to see if Medicare would pay.
H. Additional information:
This notice gives our opinion, not an official Medicare decision. If you have other questions on
this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You also receive a copy.

I. Signature: J. Date:

CMS does not discriminate in its programs and activities. To request this publication in an .
alternative format, please call: 1-800-MEDICARE or email: AltFormatRequest@cms.hhs.gov.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-0566. The time required to complete this information collection is estimated to average 7
minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information
collcction. If you have comments conceming the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security

Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.

Form CMS-R-131 (Exp. 06/30/2023) Form Approved OMB No. 0938-0566



